enile Mondor's disease is the phlebitis of penile superficial dorsal vein. Etiological factors for superficial dorsal penile vein thrombosis include trauma, vigorous sexual activity, pelvic tumors and a distended bladder. 1 In 1939, Henri Mondor first described the superficial vein thrombosis on the thoracic wall. The thoracoepigastric, lateral throracic and superior epigastric veins are the most commonly involved vessels. 2 In 1955, superficial phlebitis of the penis was first reported by Braun-Falco. 3 Since 1958, the definition includes the dorsal penile vein as well. 3, 4 The typical presentation is a painless induration on the dorsum of penis and/or painful erections. Herein we report two cases with penile Mondor's disease developed due to vigourous sexual activity. 
CASE REPORTS

CASE 1
A 33-year-old man was referred to our clinic because of painful erections and a cord-like tender cutaneous lesion for over 8 days on the dorsum of his penis. Patient's history revealed traumatic vigorous sexual intercourse the day before the appearance of the lesion. He denied any hypercoagulable status, inflammatory process, infection or surgery. Physical examination of the genitourinary system revealed a dorsal cord-like swelling which was palpated superficially on the dorsum of penis and tender on palpation. Examination revealed no signs of lymphadenopathy in the groin region. Laboratory tests including urinalysis, complete blood cell count, erythrocyte sedimentation rate and protein C were yielded normal results. The patient underwent Doppler ultrasonography of the superficial dorsal vein which revealed thrombosis. The diagnosis was superficial dorsal vein trombophlebitis and the treatment included organo-heparinoid gel, 500 mg oral naproxen (non-steroidal anti-inflammatory-twice a day), acetyl salicylic acid 325 mg (once a day) and oral cefuroxime axetil 250 mg (antibiotic -four times a day) for one week. Sexual activity was forbidden during treatment.
One week later at the follow-up visit there were no pain and sensitivity on palpation. The swelling due to dorsal vein phlebitis decreased. One month later, at the second visit, physical examination did not reveal any pathology. During the following year, no recurrence was observed.
CASE 2
A 46-year-old man was referred to our clinic because of an indurated cord over his penis. Patient's history included only a brutal sexual intercourse 12 hours before the appearance of the lesion. He denied any comorbidity. Physical examination revealed a healthy young man without any distress. There was no sign of lymphadenopathy in the groin region. A ropy cord was superficially palpated on the dorsum of penis (Figure 1) This indurated cord could be followed superiorly and extended into the pubic hair region. The cord was tender when palpated, and the overlying skin was completely intact with no erythema of the genitourinary system. Laboratory tests were normal. Doppler ultrasonographic examination confirmed obstruction of the superficial dorsal vein (Figure 2 ).
The definitive diagnosis was superficial dorsal vein trombophlebitis. We preferred to observe the patient. The importance of abstinence from sexual intercourse for two weeks was reiterated. One month later, the swelling of dorsal vein phlebitis decreased (Figure 3) . The lesion resolved within 6 months.
DISCUSSION
Penile Mondor's disease, also called as superficial thrombophlebitis of the dorsal vein of the penis, is a rare disorder that tends to affect males in the age range of 21-70 years. It presents with a cord-like induration of the vein, associated with mild dis- comfort and inflammation. Most cases were reported to resolve completely, as did ours, with no permanent adverse effects on sexual function. Treatment with anti-inflammatory drugs has been reported to relieve symptoms but not to hasten resolution. The etiology of Mondor's disease is not certain. However, in literature it has been found to be associated with various factors such as considerable trauma, psychological stress, excessive physical activity, vigorous sexual activity, sexual disharmony, inflammatory process, infection, pelvic surgery and malignancy (tumoral mass) and prolonged abstinence from sexual intercourse and contact with menstrual blood which is possibly acting as an irritant. 4 Superficial dorsal vein thrombophlebitis is easily diagnosed with history and physical examination. 5 It is generally a benign and self--limited process. Acute, subacute and recanalization stages were described. 5 The acute stage tends to manifest in 20 -40 year-old males and typically appears within a 24-hour period following prolonged sexual activity, possibly secondary to vascular endothelial trauma. The histologic changes are limited to a subcutaneous vein showing thrombosis and organisation, in the healing stage, connective tissue proliferation occurs in the vessel, resulting in the formation of a hard cord. 3, 6 Thus the lesion was indistinguishable from the surrounding tissue, although it was palpable. Doppler ultrasonographic evidence of superficial dorsal vein thrombosis is diagnostic for penile Mondor's disease. 7 Immunohistochemical staining for CD31 and D240 was identified recently as the best method to distinguish small veins from lymphatic vessels; this method is used especially in the differential diagnosis of Mondor's disease to rule out other diseases in which veins or lymphatic vessels are affected. 8 Although observation and sexual abstinence are sufficient for most cases as in our second patient, several authors recommend anticoagulants, antibiotics and anti-inflammatory agents, local heparinoid ointment in acute and subacute stages, respectively. 1,4,9 Recanalization process was reported to last approximately 9 weeks. Antibiotic therapy should be administered when cellulitis is suspected and vein stripping may be necessary for severe, persistent cases of Mondor's disease. 1 In our first case, we administered oral and local anti-inflmmatory agents as well as cephalosporins. For patients with severe acute pain, one should remember that injection of 0.5% bupivacaine hydrochloride subcutaneously to the region surrounding the affected vein provides relief. However care should be taken to avoid injecting the patients who have signs of infection, as this may exacerbate their condition. Surgical thrombectomy and superficial penile venous resection may also be the treatment options for more resistant cases. Until resolution of the symptoms, restriction of sexual activity and informing the patient are quite important. 10, 11 For detection of a possible relapse, measuring levels of protein S, free protein S, antithrombin III and protein C can be helpful. 5 In conclusion, treatment of penile Mondor's disease is primarily based on observation or medical treatment with non-steroid anti-inflammatory agents and local anticoagulant ointments in addition to temporary sexual abstinence and as in our cases reported in this article. Larger series are needed to determine whether the initial observation would be appropriate for all patients with penile Mondor's disease. Thrombectomy and venous resection are very rarely indicated in unimproved and persistent cases. 
